MANUALFORENROLLING DENTALPROVIDERS INTO IMPACT

Enrolling as a Medicaid Provider

Illinois Medicaid enrolls providersin the IMPACT system. Paper enrollment applications or updates are
not accepted, and email is now the primary method for provider communication. IMPACT and more
information about the enrollment process is available at:
https://www.illinois.gov/hfs/impact/Pages/ContactMPACT.aspx

To Begin the Application Process

Prior to starting an enrollment, a certified W9 must be on file. A certified W9 must be on file with the
Comptrollerfor any provider receiving state/federal funds from the Comptrollerforservices rendered or
provided to Medicaid clients. To obtain a certified W9, complete the W9 form and then scan and email
the completed formto IMPACT.Help@illinois.gov. Inthe subjectline put “W9 approval needed”.
Impact will then forward the W9 to the Illinois Comptroller and once it is reviewed and approved by the
Comptroller’s Office an email will be sentthat the W9 has been approved and the enroliment may
begin.

To begin the enroliment, go to http://IMPACT.lllinois.gov. Anyone who needs access to the IMPACT
systemwill need to create a UserID and password through the single sign-on process. To begin, click on
“Create New Account”.

IMPACT

Login to your account

* = Required Fields

*User ID

“Password

Forgot your password?

Need Help?

Don't have an account? Create New Account

To view a step-by-step presentation on how to create a new account click on the following link:
https://www.illinois.gov/hfs/impact/Documents/SingleSignOnProviders.pdf. Also, general questions
about IMPACT providerenrollment can be answered by calling 1-877-782-5565 (selectoptions 1, 2, 1, 1).



https://www.illinois.gov/hfs/impact/Pages/ContactIMPACT.aspx
file://///illinois.gov/HFS/SpiUsers1/Susie.Brown/IMPACT/IMPACT.Help@illinois.gov
http://impact.illinois.gov/
https://www.illinois.gov/hfs/impact/Documents/SingleSignOnProviders.pdf
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To access the IMPACT provider portal, you must use an internet browserthatis equivalentto Internet
Explorer 8 — or a more recentbrowser.

Enrollment Types for Dental Groups and Dental Facilities

Dental providersin lllinois may be able to enroll as a “Group” or as a “Facility, Agency, Organization”
(FAO).

First, the Group or FAO should enroll as a Medicaid provider before yourindividual practitioners enroll
as Medicaid providers (if they are not already enrolled with another medical group). Medicaid services
are rendered by individual practitioners, but the Medicaid payments will be sentto the Billing Provider
at the Group/FAQ’s Primary Pay-To address. Afterthe Group or FAO enrollmentis completed and

approved, then the individual practitioners will enroll and “associate” with the Group or FAO.
National ProviderIdentifier (NPI)

The National Provider Identifier (NPI) numberis a unique ten-digitidentification numberissued by the
Centersfor Medicare and Medicaid Services (CMS) and required by the Health Insurance Portability and
Accountability Act (HIPPA) for health care providersin the United States. Providers must use their NPl to
identify themselvesin all HIPAA related transactions. There are two types of NPI:

NPI Type 1- Health care providers who are individuals, including physicians, dentists, and all sole
proprietors. Anindividual is eligible for only one NPI.

NPIType 2- Health care providers who are organizations, including physician groups, clinics, hospitals,
nursing homes, etc. (Group and FAO)

Group

A Groupis an organization of individual providers that provides dentalservices. Groups will require a
Type 2 NPI. Nolicensing is required for this type of organization. For enrolling in IMPACT, a “Group”
includes a corporation, partnership, or LLC.

Step 1:

Afterlogging into IMPACT, choose the Enroliment Type (Group) then click Submit. After clicking the
Submit button you will be directed to the Basic Information Step.
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Enroliment Type
Select the Applicable Enroliment Type
(O Individual/Sole Proprietor
() Regular Individual/Sole Proprietor or Rendering/Servicing Provider
(C) EHR-MIPP Cnly Provider {Choose this option to participate only in EHR-MIPP)
(O Managed Care Network Provider Only
(O Managed Care Network Provider and EHR
@ Group Practice (Corporation, Partnership, LLC, etc.)
(O Billing Agent
(O Facility/Agency/Organization (FAO-Hospital, Nursing Facility, Various Entities)
(O Contractor/MCO
() Atypical (non-medical) provider (Choose this option if you do not have a NPI)
() Individual (Driver, Home Help/Personal Care, Carpenter, etc.)

() Agency (Child Care Institution, Home Help/Personal Care Agency, Transportation Company, Local Education Agency etc.)

Facility, Agency, Organization (FAO)

The “FAQ” designation will apply to Clinics that are Federally Qualified Health Centers, Rural Health
Clinics, SchoolBased/Linked Health Clinics and Public Health Departments that have Dental Services. An
FAOQ providerwill require a type 2 NPIl. FAO’s require a license.

Step 1:

Afterlogging into IMPACT, choose the Enrollment Type (Facility/Agency/Organization) then click Submit.
After clicking the Submit button you will be directed to the Basic Information Step.

Enroliment Type
Select the Applicable Enroliment Type
(O Individual/Sole Proprietor
(O Regular Individual/ Sole Proprietor or Rendering/Servicing Provider
(O EHR-MIPP Only Provider (Choose this option to participate only in EHR-MIPP)
(O Managed Care Network Provider Only
(O Managed Care Network Provider and EHR
(O Group Practice (Corporation, Partnership, LLC, etc.)
(O Billing Agent
(@ Facility/Agency/Organization {(FAO-Hospital, Nursing Facility, Various Entities)
(O Contractor/MCO
(O Atypical (non-medical) provider (Choose this option if you do not have a NPI)
(O Individual (Driver, Home Help/Personal Care, Carpenter, etc.}

(O Agency (Child Care Institution, Home Help/Personal Care Agency, Transportation Company, Local Education Agency etc.)

Medicaid Enrollment for Dental Groups and Dental Facilities
Step 2

Complete the Basic Information step. Once all the information has been entered click “Confirm” and
then “Finish” to complete this step.
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Basic Information: Enter required fields and click Confirm button.
¥ Basic Information L

Legal Entity Name: (As shown on the Income Tax Retum) [LLC (Disregarded Entity)

Entity Business Name: * (Doing Business As) EINTIN: O

Contact Email Address:

NP: O Email-1; J Email 2:
Email-3: Email-4:

Email 5: Email 6:

Aftersuccessfulcompletion of this step the system will generate a 14-digit Application ID. Application
IDs are valid for 30 calendar days; applications must be completed and submitted to the state forreview
and will be used to track the status of the submitted application until the application has been
approved.

A step-by-step guide onhow toenroll as a Groupis at:
https://www.illinois.gov/hfs/impact/Documents/IMPACTGroup.pdf

A step-by-step guide onhowtoenrollas a FAO is at:
https://www.illinois.gov/hfs/impact/Documents/IMPACTFAOQ.pdf

If the dental group or clinic has multiple NPI’s with the same tax number, there should be a separate
enrollment foreach NPI.

Email Addresses

Email is the primary mode of communication in the IMPACT system. Email address listed in IMPACT
needtobe currentand associated to the individual(s) who will be acting on the provider’s half. The
IMPACT system can hold up to 10 different emailaddresses.

Documents to Have on Hand for IMPACT Enroliment
When enrolling in IMPACT the following information will be needed to complete the application process:

Information on your organization, including the Primary Practice Location address, a Correspondence
Location, a Pay-To Location, office hours, whether ADA accessible, language spoken, communication
preferences, telephone number, emailaddress —and similar information on all otherlocations.

Contact information on each of the owners, including percent of ownership, social security numbers,
address, telephone number, relationship between each owner.

Information about each owner’sinterestin other entities reimbursable by Medicaid or Medicare —it is
required that ownership of 5% or more in any other Medicaid/Medicare entity be entered.

Specific information, including dates, of any adverse legalactions for each owner, including convictions,
suspensions, revocations or exclusions —evenif they were expunged or appeals are pending (note: if
older lawsuits are unknown, state as such in the comments)

Licenses or certifications that your facility has that may be required (for FAO's)


https://www.illinois.gov/hfs/impact/Documents/IMPACTGroup.pdf
https://www.illinois.gov/hfs/impact/Documents/IMPACTFAO.pdf
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Site Locations

When completing the Location Details section of the application, the Primary Practice Location,
Correspondence address, and Pay-To addresses willneed to be listed. The same address can be used for
the Primary Practice, Correspondenceand Pay-To addresses.

= Looation Details

Doing Business As:

Phone Number:

Wieh Fage:

Andemon Waiver Service:

(217) TE2-5E

5o

Location Code: 1

Fax Humber:

Losoantionm
Type:

Email
Address:

Communication

Preference:

Primary Practice
Locaticon

S IR P I

E miail o

Fleass enter the hours your affice is cpen for each day. If yveu are closed an a given day select "Closed” in the "Open A" drop down,

Day: Open At AMPM Cloxe At AMIPR Day: Dpen At AP Close At AR
Sunday: Cilomm ~ | * Al T - e | W Abg T - Thursday: 0B.0n - | % 2 - 0600 = | *= Abd T =
PR PR Fra A
WMonday: 0000 - | B = 08:00 - | #* A ] Friday: 0000 S | * ~ 0600 - | * AbA |
Fid | Fr e Frd 3 -
Tussday: OO e | m S . O CHE e | A Saturday: Clome | W A L | L
P - PR PR
Wednenday 0B:00 ~ |* =l e~ O8O0 - A )
P -
Lo Address List -
B Acd Address
Address Type Address End Date
] aw aw aw
] COTSEpaence ST E Adaima St Spningfiekl, IkLINOIE G270 12/31/2332
[] Locaton =0T E Adams St Springfield, ILLINDIS 62701 1212152895
] Pay To EOT E Acama St Springfield, ILLINOIS 62701 124312090
Wl Cewin | View Page: | 1 &G & Fage Count 8 SaveToxLS Wiswing Pages: 1 & Firsi £ Prav * i o st

To list OtherServicing Location address, click on Add and enterthe address information for that

locations.

For OtherServicing Location, in addition to the location addressitself, a Correspondence and Pay-To
addressis also required.

Specialty/Subspecialty

When enrolling as a Group, IMPACT will ask for the Provider Type, Specialty, and Subspecialty. Itis
recommended you use:

e ProviderType:Group
e Specialty: Dental
e Subspecialty: No Subspecialty

NPI: 1174124945

Bsave || @ view History

Manage Specialty/ Subspecialty

Location:
Provider Type:
Specialty:
Subspecialty:
Status:

Start Date:

Name: Pro Smiles Dental

01-Pro Smiles Dental
GROUP

Dental

No Subspecialty
Approved

11/09/2020 B

End Date:| 12/31/2999
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When enrolling as a FAO, IMPACT will ask forthe Provider Type, Specialty, and Subspecialty. It is
recommended you use:

e ProviderType: Clinic
e Specialty: Federally Qualified Health Center, RuralHealth Clinic, School Based/Linked Health
Clinic, or Public Health Department
e Subspecialty: DentalServices
Manage Specialty/ Subspecialty

Location: 01-Hardin County Dental Clinic
Provider Type: CLINIC

Specialty: Federally Qualified Health Center
Subspecialty: Dental Services

Status: Approved

Start Date: | 09/132000 | @  * End Date:| 12/312999 | i@

Licenses

e Federally Qualified Health Centers are required to have their Health Resources and Services
Administration Award (HRSA) listed on their IMPACT enrollment. Medicare Certification and
Clinical Laboratory Improvement Amendments (CLIA) are optionalto add.

e School Based/Linked Health Clinics are required to have their Public Health License/Certificate
listed ontheir IMPACT enroliment. Clinical Laboratory Improvement Amendments (CLIA) is
optional to add.

e Rural Health Clinics has the option to add their Clinical Laboratory Improvement Amendments
(CLIA) and/or Medicare Certification

e Public Health Departments are required to have their Public Health License/Certificate listed on
their IMPACT enrollment. Clinical Laboratory Improvement Amendments (CLIA) is optional to
add.

e No licensingis required fora Group enrollment.

#  License/Certification/Other List ~
Filter By v And Filter By v And Operational Status | Active + | @co
Bysave Filters T My Filters™

License/Cert./Other Type License/Cert./Other # Location Valid Flag Effective Date End Date Status. Operational Status Inactivation Date
O A¥ Ay av AY g AY av av av
(] MEDICARE CERTIFICATION 141857 01-Hardin County Dental Clinic Yes 12/02/2015 12/31/2999 APPROVED Active

[7] HEALTH RESOURCES & SERVICES ADM AWARD HB0CS00680 01-Hardin County Dental Clinic Yes 1200272015 12/312999  APPROVED  Active

View Page: | 1 ®co | KPageCount | | @ saveToxLs Viewing Page: 1 «rist € Prev ¥ Next » Last

Mode of Claim Submission

One of the six options must be selected toindicate how to process claims.
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EDI exchange

Method Description |Applicable Transactions

Electronic To HIPAA from screens (Maximum file upload
Batch size is 50MB)

1837P-Professional (FFS), 8371 -Insttutional(FFS), 837D -Dental(FFS), 270/271 -Eligibility nquiryResponse, 276/277-Claim Status Inquire/Response

[CJCORE Batch  {To upload/download HIPAA fransactions using CORE Batch Connectivity (2701271 -Eligibilty InquiryResponse, 2761277-Claim Status InquirelResponse, 835 Health Care Claim PaymentiAdvice

CORE Real

. (To upload/download HIPAA trans actions using CORE Real Time Connectivity [270/271 -Eligibility InquiryResponse, 276/277-Claim Status Inquire/Response
ime

1837P- Professional (FFS/Encounter), 8371 FSIE: iter), 8370 -Dental(FFS/E: ter), 270/271 -Eligibility | R | 276/277-Claim Status Inquire/Response, 278/278- Prior Authorization
RequestResponse, 835-Healthcare Claim payment Advice

[gilling Agent  [To submitiracaive HIPAA transactions through billing agent

Other Claims Submission

Method Description

Paper Claims (Ta submit FFS paper claims

Olpirect Data Entry(DDE)|To submit FFS claims via online screens|

Provider Controlling Interest/Ownership Details

Ownership entries mustinclude at least one Managing Employee and one other ownership type. Owner
Relationships and Owners Adverse Action willneed to be answered for each ownerlisted.

» Managing Employee is mandatory for all enroliment types.
» There must be atleast one other ownership type in addition to Managing Employee. Corporate - Charitable 501[c]3
» Atleast one Board of Director/Officers/Principal is required if one ofthe ownership types below is selected:

Corporate - Charitable 501[c]3 Corporate - Not Publicly Traded Foreign, Nonresident Alien
Corporate - Non Charitable Sub-contractor Limited Liability Company
Corporate - Publicly Traded Holding Company Indirect Owner

Owners List

Filter By v And | Filter gy v And Operational Status  actie || Indicator v [C]e BAsave Filters T MyFi
Owner SSIEINTIN Owner Information Oumer Type Address StartDate  EndDate  Status  Operational Status Inactivation Date Adverse Action Percentage owned Relationship Status
0sr v ar av ar ar v v ar ar v ar
El- - Board of Dieclors/D ficers/Princiles T N e Aproved  Acive | ] [ ] Completed
- b Y Managing Emplayee L — ] W  imsm Ao Adie [} F ) Completed
m_ O Linied Liabity Company _ WP 23 Apoved  Acive 2 [ Completed
View Page: | 1 ®co | | KiPage Count SaveToxLE Viewing Page: 1 KFist | € Pev | ¥hext

Complete Enrollment Checklist

All questionsin the enrollment checklist must be answered either “yes” or “no” and comments made if
directed to do so.

fi  Manage Provider Checklist

Question

Answer comments
ar av ar

Are you ORLY enroling Io provide services reisted to COVID-18 emergency response? Answerng Yes i i uestion wil cresle 8 temporary enrolment hat wil end wikin six moniths rom the ferminaion of e publc heakh emergency, If you wand o earol & provide oeguing services ta Winois Medicad perticpsnts, | Not Completed =

you shoukd o 1 this uesiion

i you are an oul of siate provider st provided smergesi care particpant, you ihe date the.

- wvided, I yes, enter the reguesied date i be considered in the commen field. Enrolinent applcations must be submised wihin 45 days ofthe | Not Completed
date of service fo be considered for a relroacive enrokment dale.

D0 y0u WiSh 0 0 9818 Your ENTONTENLY I yas, Whal date?

Not Completed v
Are you currenty excladed lrom any linois or sther siale orogram? I yes, provide stsfe of exchision snd program. Not Completed -
Are you curmantly exchaded 1rom a1y fedarsl progran? f yes, provide the program snd dste. Not Completed -

Have you ever had 8 criminal or hestheare program.reisisd

ion? If yes, pemvide type of convictien and date.

v you ever hiad 8 judgmod undar sy false clsim act? If yes, st judgment sad date

v you been cerified or recerified by Medicare wihi e last yea. f yes, provide dte Nol Compleled -

Have you been cerifed by anoter State's Iiedicsd Program  yes, provide each state and sffective date of certfication

Nol Completed -
Have you ever had & program exchusionidebarment? Il yes, provide program and date Not Completed =
Have you ever had civi monetary penalty? I yes, provile penaty type and date Not Completed v

0a you have 5% or mare ownership inlerest i oiher entiies. rembursable by Medicad andlor Medicare? If Ves, provide detals i "Add Ownersivg Detais” siep

ted -

Have you had amy malprachis semement, Jdgmens of agresment? if yes, provide csdr smount ans dotes.

ompleted ~
Are you planning 1 pravide services reimbursabl hrough Do, DCFS, DSCE, DS/ASA, DHS/ORS, DHS/OMM, DHS/EL DHS/DDO. I yes, complets “Assaciate MCO Pan” siep in Business Process Wizard Not Complted =

05 0 COTY profeasionst WY RSUTBNCE? Y3, PIESSE FFOVESE e AT Of YOUr COTHT B e POCY SOVBMIGS WS DOT GCEITERCE B3 1 A0rese Not Completed -

Submit Enroliment Application for Approval
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Click “next” to confirm that all the information submitted as a part of the application is accurate. Read
through all the terms and conditions, and check the box certifying the agreementto the termsand
conditions. Then select “Submit Application”.

The application is then submitted to the IMPACT staff to review. The application numbercreated after
completion of the Basic Information step can be used to check the status of the application by going
through the “Track Application” option.

Provider Information Sheet

Once your FAO application has been approved, aProvider Information Sheet will be generated and sent
to the correspondence address onfile. This document contains information that will be needed tofile
and submit claims. Do not disregard this document.

Groups do not receive ProviderInformation Sheets.
Enrollment Timeline and Commitment

All providers are required to update the license expiration date when licenses expire. Itis
recommended that providers loginto IMPACT and update license(s) expiration dates when the license is
renewed. Notupdatingthe license expiration date will resultin the inactivation of youraccount.

The enrollmentinto IMPACT is not a contract — it is an opportunity to bill Medicaid.
Medicaid Enrollment by Individual Practitioners

Rendering/Servicing Provider

This information refers to the individual provider who renders services to Medicaid clients but does not
submit claims directly to the state forreimbursement. Each provider must enroll separately. A step-by-
step guide on how to enrollis at:
https://www.illinois.gov/hfs/impact/Documents/IMPACTTypicalRenderingServicing.pdf

Enroliment Type
Select the Applicable Enroliment Type
(@) Individual/Sole Proprietor
(® Regular Individual/Sole Proprietor or Rendering/Servicing Provider
(O) EHR-MIPP Only Provider (Choose this option to participate only in EHR-MIPP.)
(O) Managed Care Network Provider Only
(0) Managed Care Network Provider and EHR
() Group Practice {Corporation, Partnership, LLC, etc.)
() Billing Agent
() Facility/Agency/Organization (FAO-Hospital, Nursing Facility, Various Entities)
() Contractor/MCO
() Atypical (non-medical) provider (Choose this option if you do not have a NPI)
(O Individual (Driver, Home Help/Personal Care, Carpenter, etc.)

(O) Agency (Child Care Institution, Home Help/Personal Care Agency, Transportation Company, Local Education Agency etc.)

Individual Sole Proprietor

This information refers to the individual who owns his/herown practice. An Individual Sole Proprietor
may receive payments directly orassociate to Billing Providers and/or Billing Agents. An Individual Sole


https://www.illinois.gov/hfs/impact/Documents/IMPACTTypicalRenderingServicing.pdf
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Proprietorapplication includes Site Locations and Provider Controlling Interest/Ownership Details. A
step-by-step guide on how to enroll is at:
https://www.illinois.gov/hfs/impact/Documents/IndividualSoleProprietor.pdf

#  Basic Information
EINITIN:
First Hame: 2 Middle Initial:
Last Name:

Suffix: s Gender: v

SSh: &

Date of Birth: B * Applicant Type: | Individual/Sale Propristor

Documents to Have on Hand for IMPACT Enrollment for Individual Practitioners

When enrolling in IMPACT the following information will be needed to complete the application
process:

e State professionallicense(s) —numberalong with the effective and expiration date
e NPIof the Billing Provideryou will be associating to.

Specialty/Subspecialty

When enrolling as an individual, IMPACT will ask for the Provider Type, Specialty, and Subspecialty. Itis
recommended that you use providertype “Dental”. Choose which specialty you are. Subspecialty
choose between Primary Specialty and No Subspecialty. O ptions for Specialties include:

Dental General Practice
e Endodontist
e General Dentistry Anesthesia
e Oral Pathologist
e Oral Surgeon/Maxillofacial Surgery
e Orthodontist
e Pedodontist
Periodontist
e Prosthodontist
e Dental Hygienists

A specialty license mustbe included in your enrollmentif you are choosing a specialty otherthan
General Practice.

i Manage Specialty/Subspecialty

Provider Type: DENTAL
Specialty:_
Subspecialty: No Subspecialty

Status:  Approved

stz D = | < End Date:| 125112099

v


https://www.illinois.gov/hfs/impact/Documents/IndividualSoleProprietor.pdf
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Associate Billing Provider

Rendering Servicing providers must “associate” to a Billing Provider, which is the provider who submits
claims and/orreceives paymentfor the individual practitioners, i.e. a Group, FAO, oreven an Individual
Sole Proprietor where the dental provider performs services.

If a dental providerat your Group or FAO already has a Medicaid provider numberfor a different entity,
the already-enrolled provider will then need to “associate” to your Group or FAO through a
modification. A step-by-step guide on how to do a modification s at:
https://www.illinois.gov/hfs/impact/Documents/IMPACTEnrollmentModification.pdf.

#  Billing Provider/Other Associations List

Filier By v Bnd - Fifer gy v And Operational Status e |v| Qo
NPUProvider ID Provider Hame Enroliment Type Start Date End Date Status Operational Status
Oar v I\ N N I\ Av
D- _ Group Practice (Corporation, Partnership, LLC, etc.) - 1203112899 Approved Active
View Page: | 1 ©co  Kpage ot SaveTols Viewing Page:1

License/Certification

Individual Practitioners are required to have their state professional license listed on IMPACT with the
appropriate effective date and expiration date of the license.

= License/Certification/Other List

Filter By v ANd | Fier By o And Operational Status | sgrve  |v|| @ co

License/Cert./Other Type LicenselCert./Other # Location Valid Flag Effective Date End Date Status Operational Status

0ar av av av av av av
[(] STATE PROFESSIONAL LICENSE ] 01-NP| Defaul Base Location Yes [ 3 ] APPROVED Active

View Page: | 1 ©Go | | M Page Count SaveToXLS Viewing Page: 1

Taxonomy Details

A taxonomy code for the specialty from the National Uniform Claim Committee Taxonomy Code list.
Choose the code that best describes you as a provider. A couple examples are listed below.

e Dentist- 122300000X
e Oral and Maxillofacial Surgery - 122350112X

B  Add Taxonomy -~
Taxonomy Code: * 4 (Click here for Taxonomy List)

Description:

Start Date: m | %

End Date: =

@ Confirm Taxonomy " Ok @ cancel

Associate MCO Plan

10


https://www.illinois.gov/hfs/impact/Documents/IMPACTEnrollmentModification.pdf
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Enrolling as a Dental provider you must associate with DentaQuest of lllinois, LLC. The Plan ID you would

add is: 2000001

MCO Plan List
Filier 8y v And  Fiter By v
Plan 1D Plan Name Program Description Business Status Business Status Start Date
s av AY AV "\
D 2000001 DentaQuest of llinois, LLC Dental Benefits Active 0110122015
D 2000001 DentaQuest of linois, LLC FFS Dental Program Active 1110122015
View Page: | 1 ©6o | Page Count SaveToXLS

Complete Enroliment Checklist

And Operational Status e v @60

Business Status End Date

AY
061302022
0613072022

Viewing Page: 1

Association Start Date

AY

10/30/2020

10/30/2020

Association End Date

nJ

06/30/2022

06/30/2022

All questionsinthe enrollment checklist must be answered either “yes” or “no” and comments made if

directedto do so.

Are you currently excluded from any lfinois or other siate program? If yes, provide state of exciusion and program
Are you currently excluded from any federal program? If yes, provide the program and date.

Have you ever had a criminal or heatncare program-relsted conviction? If yes, provide type of conviction and date.

Have you ever had a judgment under any false claims act? If yes, st judgment and date

Have you been certfied or recertified by Medicare within the last vear. If yes, provide date.

Have you been cerlfied by another State's Medicaid rogram. f yes, provide each state and effecive date of certification.

Have you ever had & program exclusion/debarment? If yes, provide program and date

Have you ever had civi monetary penaky? If yes, provide penaky type and date.

Do you have 5% or more ownership interest in other entiies rembursable by Wedicaid and/or Wedicare? If Yes, provide detais in “Add Ownership Detais® step.

Have you had any malpractice settiement, judgment, or agreement? If yes, provide dollar amount and dates.

Are you a Home Health Agcy, DME, Medicar, Taxi, Serv Car or Ambulance providing non-emergency Serv, have you had the required fingerprinting completed? If yes, wih what vendor and date?

Are you planning to provide services reimbursable through DoA, DCFS, DSCC, DHS/DASA, DHS/DRS, DHSIDMH, DHSIE| DHS/DDD. If yes, complete “Associate MCO Pian’ step in Business Process Wizard
Are you an APN (Certfied RN Anestn, Nurse Widwife, Clinical Nurse Special, NP) or a Registered Behavior Technician and you have a Colaborative Agresment? Ifyes, provide NPIs) of colaborating provider.
Are you a Nurse Widwife, with hospital admiting andior delivery privieges? If yes, ist name and address of al faciltes.

Are you a Certfied Registered Nurse Anesthetist wihout a colaborative agreement? If yes, st the names and addresses of al faciiies where you pracice.

Is ChidlAdolescent Psychiairy Residency or General Psychiairy Residency your subspecialy? If yes, enter the place of your psychiatric residency and type(s).

Are you a radiologist, hospital {outpatient), Imaging Center or independent Diagnostic Testing Facilty, and are participating or wish to paricipate i the Breast Cancer Qualy Screening Program?

Submit Enroliment Application for Approval

Not Completed
Not Completed
Not Completed
Not Completed
Not Completed
Not Completed
Not Completed
Not Completed
Not Completed
Not Completed
Not Completed
Not Completed
Not Completed
Not Completed
Not Completed
Not Completed

Not Completed

Click “next” to confirmthat all the information that you have submitted as a part of the application is
accurate. Read through all the terms and conditions, and check the box certifying that you agree tothe

terms and conditions. Then select “Submit Application”.

The application is then submitted to the IMPACT staff to review. The application numberyou were given
at the beginning of the process can be usedto check the status of the application by going through the

“track application” option.

Provider Information Sheet

Once the Rendering Servicing application has been approved, each Associated Billing Provider that is
listed will receive a Provider Information Sheet. Individual Sole Provider Information Sheets willgo to
the Primary address that is listed on the location step and to the address that is listed on the Associated

Billing Provider you may have listed. Do not disregard this notice.

11



